A S PREPARATIONS CONTINUE for Diagnostic and Statistical Manual of Mental and Behavior Disorders
(DSM-V), the research agenda for the alcohol use disorders (AUDs) has focused on improving the validity and utility of diagnosis (Helzer et al., 2006 (Helzer et al., , 2007 Li et al., 2007a,b) . Psychometric, clinical, and epidemiologic research into the implications of potential changes to the diagnosis is timely and necessary for a complete understanding of the consequences of proposed alternations. One of the changes under consideration is the addition of at-risk drinking as a criterion in the next revision of the DSM-V slated for publication in 2012 (Li et al., 2007a,b; Saha et al., 2007) .
Currently, the alcohol diagnoses are defined by a biaxial concept of disorder encompassing 2 distinct dimensions: alcohol abuse and alcohol dependence (American Psychiatric Association, 1994) . Based in part on the work of Edwards and Gross published in 1976 (Edwards, 1986; Edwards and Gross, 1976) , each dimension is intended to describe maladaptive patterns of use leading to clinically significant impairment or distress. In DSM-IV, there are 7 criteria for the dependence syndrome; these 7 criteria are characterized by physiologic and ⁄ or psychological symptoms indicative of impaired control over drinking despite the occurrence of negative consequences. Three of 7 criteria are necessary for a diagnosis. The decision to retain the threshold at 3 symptoms over the course of the DSM revisions was made to preserve comparability of diagnosis when comparing, for example, DSM-III-R diagnoses to DSM-IV diagnoses (Cottler et al., 1991 (Cottler et al., , 1995 . Alcohol abuse is diagnosed using 4 criteria, encompassing negative consequences to the individual in the social, legal, and occupational domains, with 1 of 4 criteria necessary for a diagnosis. Abuse and dependence diagnoses are currently organized hierarchically (i.e., individuals with dependence cannot be diagnosed with abuse even if criteria are met), but are not orthogonal (i.e., they are expected to co-occur in some but not all cases).
Despite explicitly stating that a maladaptive pattern of alcohol use is a necessary condition for diagnosis in the DSM-IV diagnoses of alcohol abuse as well as dependence, specific criteria for a level of consumption considered ''maladaptive'' have not been included in the diagnostic nosology. Reasons include reliability and validity issues in self-reports of alcohol consumption (Guze et al., 1967; Saha et al., 2007) , individual variation in the pharmacokinetics and pharmacodynamics in alcohol metabolism (Hurley et al., 2002; Li et al., 2001) , and cross-cultural variation in normative drinking levels (Greenfield and Kerr, 2008) .
Advances in the measurement of alcohol consumption, however, have led to improved reliability and validity of selfreported drinking in the population (Dawson, 2003; Grant et al., 1995 Grant et al., , 2003b Greenfield and Kerr, 2008) . As such, highrisk drinking (i.e., a level of drinking that increases the risk of developing an alcohol disorder as well as risk of morbidity and mortality) has been generally defined by the National Institute on Alcohol Abuse and Alcoholism (NIAAA) as drinking ''too much too fast'' or ''too much too often'' (Li et al., 2007a,b) . In 2004, NIAAA published guidelines indicating that male drinkers who exceed 4 drinks per drinking occasion and female drinkers who exceed 3 drinks per drinking occasion (too much too fast) can be classified as risky drinkers (NIAAA, 2004 (NIAAA, , 2005 . A robust literature affirms that drinking at these levels is predictive not only of the development of alcohol disorders (Hasin et al., 1999a) , but also numerous additional adverse physical (Dawson et al., 2005a) , mental (Dawson et al., 1996; Hindmarch et al., 1991) , and social consequences (Midanik et al., 1996; Russell et al., 2004 ) across a wide range of age groups (Lang et al., 2007; Rehm et al., 2005; Wechsler and Nelson, 2006) .
While alcohol-related harm is associated with at-risk drinking at any frequency, the likelihood of significant physical and psychological consequences increase as frequency of at-risk drinking increases. Thus, a diagnostic cut-off for frequent atrisk drinking is not obvious. Saha and colleagues (2007) used item response theory (IRT) analysis to empirically examine the addition of at-risk drinking item as a putative additional diagnostic criterion, and compared 3 at-risk drinking cutoffs for the previous 12 months: at least once, at least monthly, and at least weekly. Based on the IRT results concerning current diagnostic criteria among current (last 12 months) drinkers in the National Epidemiologic Survey on Alcohol and Related Conditions (NESARC), at-risk drinking (5+ drinks for men and 4+ drinks for women) once per week or more was recommended for inclusion as an alcohol disorder criterion in DSM-V (Li et al., 2007a,b; Saha et al., 2007) . Below, for simplicity, we refer to Weekly At-risk Drinking as ''WAD. '' Further support for the inclusion of WAD comes from recent psychometric analyses of the alcohol abuse and dependence criteria. These analyses have suggested that these disorders are not distinct entities; instead, evidence supports an underlying continuum of alcohol severity across a variety of samples and populations (Hasin et al., 2006; Kahler and Strong, 2006; Krueger et al., 2004; Martin et al., 2006; Moss et al., 2008; Proudfoot et al., 2006; Saha et al., 2006) . Suggestions have been made that the diagnostic nosology would benefit etiologic research by including items reflecting the less severe end of the continuum of alcohol disorders. As at-risk drinking is prevalent in the general population (Keyes et al., 2008a) , especially among young people, it has been suggested that an at-risk drinking criterion such as WAD may be an appropriate candidate to represent the milder end of the alcohol disorder continuum (Saha et al., 2006 (Saha et al., , 2007 .
Despite this interest in adding WAD as a DSM-V criterion of an alcohol disorder, the manner in which it would be included has not been clarified. WAD could be made a requirement for the categorical diagnosis, or could be included as 1 additional criterion in the existing criteria list. A WAD requirement to make the diagnosis might improve specificity by including only individuals who exceed established drinking guidelines (reducing false positives). However, such a requirement might also decrease sensitivity by excluding individuals with alcohol problems who are sensitive to alcohol effects, and who therefore do not drink large quantities (increasing false negatives). The inclusion of WAD must also be evaluated in the context of other potential changes to the diagnosis. For instance, DSM-V will likely provide a dimensional representation of alcohol dependence (Helzer et al., 2006) ; however, a categorical form of the diagnosis will remain necessary for treatment qualification and third-party reimbursement purposes.
To address these issues, we examined the impact of adding WAD to the diagnosis of alcohol dependence by modeling the effects of this addition on the prevalence and descriptive epidemiology of the disorder. We do not seek to advocate for any particular change to the DSM definition of alcohol dependence (i.e., this is not a validity study), but rather to explore the potential consequences of diagnostic reformulations. We examined 4 hypothetical reformulations of the diagnosis that added WAD. Diagnostic Model 1 consisted of adding WAD as an eighth criterion of alcohol dependence. The threshold for diagnosis remained at the DSM-IV level; 3 or more criteria were necessary. Diagnostic Model 2 consisted of requiring WAD for a diagnosis of alcohol dependence. The alcohol dependence diagnosis was otherwise unmodified; 3 of 7 of the current DSM-IV criteria remained necessary. Diagnostic Model 3 consisted of combining the alcohol abuse and alcohol dependence, adding WAD to the list of 7 dependence criteria and 4 abuse criteria, and requiring 3 of the 12 total possible criteria to make a diagnosis of an alcohol disorder. Diagnostic Model 4 also combined abuse and dependence criteria and added WAD, but required 5 of the 12 possible criteria for a diagnosis. Table 1 shows a summary of current DSM-IV alcohol dependence diagnosis and 4 hypothetical reformulations incorporating WAD.
With these 4 diagnostic models, this study had 2 aims: Aim 1: To examine the prevalence and demographic correlates of Diagnostic Models 1 through 4. We present these findings alongside current national estimates (Hasin et al., 2007) for comparison. Aim 2: To estimate the proportion of DSM-IV alcohol dependence cases retained under the diagnostic models as well as the proportion of newly diagnosed cases. In addition, to explore demographic characteristics of respondents with alcohol dependence under diagnostic reformulations compared with those diagnosed under DSM-IV.
METHODS

Sample Design and Procedures
This sample consists of participants in the 2001 to 2002 NESARC, a nationally representative U.S. survey of civilian non-institutionalized participants aged 18 and older, interviewed in person. The NIAAA sponsored the study and supervised the fieldwork, conducted by the U.S. Bureau of the Census. The research protocol, including informed consent procedures, received full ethical review and approval from the U.S. Census Bureau and U.S. Office of Management and Budget. Young adults, Hispanics, and AfricanAmericans were oversampled for adequate representation; the overall response rate was 81%. Further details of the sampling frame and demographics of the sample (Grant et al., 2003a (Grant et al., , 2004a and of the interviews, training, and field quality control are described elsewhere (Grant et al., 2003b (Grant et al., , 2004b .
Measures
Alcohol Abuse and Dependence. Diagnostic and Statistical Manual of Mental and Behavior Disorders-IV diagnosis of alcohol abuse and dependence were made using the Alcohol Use Disorder and Associated Disabilities Interview Schedule (AUDADIS-IV; Grant et al., 2003a) . This structured diagnostic interview was designed for administration by extensively trained lay interviewers and was developed to advance measurement of substance use and mental disorders in largescale surveys. The interview includes 36 symptom questions to operationalize DSM-IV criteria for diagnoses of alcohol abuse and dependence (American Psychiatric Association, 1994). Diagnoses were established explicitly following the DSM-IV. For the present analyses, current diagnosis of alcohol dependence was considered; that is, a clustering of thee or more alcohol dependence criteria in the prior 12-month period. Importantly, the AUDADIS-IV provides complete coverage of DSM-IV alcohol dependence as well as abuse by assessing all criteria for alcohol abuse and dependence nonhierarchically and independently, avoiding problems in coverage of other survey instruments Hasin and Grant, 2004) .
The reliability of the AUD diagnoses in the AUDADIS-IV has been extensively documented in clinical and general population samples Grant et al., 1995 Grant et al., , 2003a Hasin et al., 1997a; Ruan et al., 2008) ; test-retest reliability ranges from good to excellent (K = 0.70 to 0.84). The convergent, discriminative, and construct validity of AUDADIS-IV criteria and diagnoses were tested in community samples (Hasin and Paykin, 1999; Hasin et al., 1990 Hasin et al., , 1997b Hasin et al., , 1999b Hasin et al., , 2003 and in international samples Hasin et al., 1997c; Nelson et al., 1999; Pull et al., 1997; Ustun et al., 1997; Vrasti et al., 1998 ) and shown to be good to excellent. Further, clinical reappraisals documented good criterion validity of DSM-IV AUD diagnoses (K = 0.60 to 0.76; Canino et al., 1999) . While the reliability and validity of alcohol abuse has been more variable than that of dependence, alcohol abuse when assessed non-hierarchically (independently of alcohol dependence), as is done in the AUDADIS-IV, has adequate reliability (Canino et al., 1999; Chatterji et al., 1997; Hasin et al., 2006) . Further description of the derivation and psychometric properties of alcohol abuse and dependence diagnoses have been provided in detail elsewhere (Grant et al., 2007a,b; Hasin and Grant, 2004; Hasin et al., 2007) .
At-Risk Drinking. The measurement of at-risk drinking in the AUDADIS-IV takes the graduated frequency (GF) approach; briefly, the GF approach measures self-reported alcohol consumption by asking how often the respondent drank a certain number of standard drinks per day during a specified reference period. This is typically operationalized by beginning with the maximum number possible (e.g., how often respondent drank their maximum number of total standard drinks during the reference period) and subsequently asks about the frequency of drinking a lower number of drinks. At-risk drinking is assessed within the prior 12-month period. All respondents are asked how often they consumed 5 or more drinks in a single day (During the last 12 months, about how often did you drink 5 or more drinks in a single day); women are then also asked how often they consumed 4 or more drinks in a single day. All respondents are given 11 categories for response, beginning with the most frequent (i.e., every day). Organizing responses from most to least frequent is believed to elicit more valid responses because respondents believe that the higher frequencies are more indicative of normalcy (Dawson and Room, 2000) . The past 12-month reference period has been shown to capture the highest proportion of both intermittent heavy drinkers and infrequent light drinkers when compared with shorter time periods (e.g., past 30 days or past 7 days) Stockwell et al., 2004) . In the NESARC sample, intra-class correlation coefficients (ICCs) associated with the frequency of 5+ drinks were good for the past 12-month measure in a test-retest reliability study (ICC = 0.69; Grant et al., 2003b) . The reliability of frequency of 4+ drinks in women has not been evaluated. Further information on the psychometric properties of the GF approach including a detailed discussion of the advantages and limitations of this measurement technique when compared with others can be found in Dawson (2003) and Greenfield and Kerr (2008) .
Statistical Analysis
For the first aim, the weighted prevalence of disorders produced by each hypothetical diagnosis was estimated using crosstabs, both in the whole sample and by demographic characteristics. Logistic regressions were used to estimate the odds of alcohol dependence by demographic characteristics for each of the diagnostic models. Models controlled for all demographic predictors simultaneously. This analysis was conducted in the total NESARC sample (n = 43,098). For the second aim, contingency tables were constructed to estimate the proportion of alcohol dependence cases under diagnostic reformulations among those with and without a DSM-IV alcohol dependence diagnosis. Additionally, we subset the dataset to determine demographic differences between newly defined cases when compared with existing DSM-IV cases (n = 1,484). All analyses were conducted using SUDAAN to adjust for the complex sampling design of the NESARC (Research Triangle Institute, 2004) .
RESULTS
Diagnostic Model 1: WAD Added as an Eighth Criterion of Alcohol Dependence, Diagnostic Threshold Unmodified from DSM-IV
Under Diagnostic Model 1, the prevalence of past-year alcohol dependence increases from 3.8% in the current national estimate to 5.0% (see Table 2 ). This represents a 31.6% increase in the prevalence of alcohol dependence. Table 3 shows the odds of alcohol dependence by demographic correlates, reformulated as Diagnostic Model 1 and also according to DSM-IV criteria for comparative purposes. Under Diagnostic Model 1, low-middle income ($20,000 to 34,999) is a statistically significant predictor compared with high income [odds ratio (OR) = 1.7]; under DSM-IV, lowmiddle income is not a significant predictor of diagnosis. All other demographic correlates are similar in direction, magnitude, and statistical significance to the published DSM-IV correlates. Table 4 shows the proportion of those with and without DSM-IV alcohol dependence that would be diagnosed under Model 1. All individuals diagnosed with alcohol dependence under DSM-IV criteria remain diagnosed. A further 1.3% of individuals currently undiagnosed via DSM-IV would receive a diagnosis, representing the addition of 494 cases to the existing 1,484.
Comparing these 494 cases to the existing 1,484 DSM-IV diagnosed cases, there were no statistically significant differences in the demographic characteristics between these groups.
Diagnostic Model 2: WAD Required for Alcohol Dependence Diagnosis, Which Was Otherwise Unmodified From DSM-IV Under Diagnostic Model 2, the prevalence of past-year alcohol dependence decreases from 3.8% in the current national estimate to 2.5% (see Table 2 ). This represents a 34% decrease in the prevalence of alcohol dependence. Table 3 shows the odds of alcohol dependence by demographic correlates in the full sample of current drinkers reformulated as Diagnostic Model 2 and also according to DSM-IV criteria for comparative purposes. Under Diagnostic Model 2, Native American race⁄ ethnicity is a statistically significant predictor compared with Whites (OR = 1.9), a result not found under DSM-IV. Additionally, less than high school education (OR = 1.3) and low-middle income (OR = 2.2) become statistically significant predictors of diagnosis, results not found under DSM-IV. All other demographic correlates are similar in direction, magnitude, and statistical significance to published DSM-IV correlates. Table 4 shows the proportion of those with and without DSM-IV alcohol dependence that would be diagnosed under Model 2. Among individuals with current DSM-IV alcohol dependence (n = 1,484), only 65.1% would still meet criteria for diagnosis under Diagnostic Model 2, which is more restrictive than DSM-IV because of the additional 5+ ⁄ 4+ at-risk drinking requirement. No individuals without a DSM-IV diagnosis would meet criteria under Diagnostic Model 2. This represents a decrease of 916 cases from the existing 1,484.
Comparing the remaining 568 cases retained to the 916 DSM-IV diagnosed cases dropped from the diagnosis, the smaller group of redefined cases under Diagnostic Model 2 were predicted by male sex (OR = 2.0, 95% C.I. 1.44-2.86), less than a high school education (OR = 1.6, 95% C.I. 1.12-2.39) or high school education (OR = 1.9, 95% C.I. 1.37-2.54) compared with some college or higher, and low (OR = 2.0, 95% C.I. Under Diagnostic Model 3, the prevalence of past-year alcohol dependence increases from 3.8% in the current national estimate to 5.0% (see Table 2 ). This represents a 31.6% increase in the prevalence of alcohol dependence. Table 3 shows the odds of alcohol dependence by demographic correlates, reformulated as Diagnostic Model 3 and also according to DSM-IV criteria for comparative purposes. Under Diagnostic Model 3, low-middle income ($20,000 to 34,999) is a statistically significant predictor compared with high income (OR = 1.5); under DSM-IV, low-middle income is not a significant predictor of diagnosis. All other demographic correlates are similar in direction, magnitude, and statistical significance to the published DSM-IV correlates. Table 4 shows the proportion of those with and without DSM-IV alcohol dependence that would be diagnosed under Model 3. All individuals diagnosed with alcohol dependence under DSM-IV criteria remain diagnosed; 1.2% of individuals currently undiagnosed via DSM-IV would receive a diagnosis, representing 487 cases are added to the existing 1,484.
Comparing these 487 cases to the existing 1,484 DSM-IV diagnosed cases, newly defined cases were less likely to be of Hispanic race ⁄ ethnicity (OR = 0.67, 95% C.I. 0.46-0.97). Under Diagnostic Model 4, the prevalence of past-year alcohol dependence decreases from 3.8% in the current national estimate to 2.1% (see Table 2 ). This represents a 44.7% decrease in the prevalence of alcohol dependence. Table 3 shows the odds of alcohol dependence by demographic correlates, reformulated as Diagnostic Model 4 and also according to DSM-IV criteria for comparative purposes. Under Diagnostic Model 4, Native American race ⁄ ethnicity is a statistically significant predictor compared with Whites (OR = 2.3), a result not found under DSM-IV. Additionally, less than high school education (OR = 1.3), low-middle income (OR = 2.2), and upper-middle income (OR = 1.7) become statistically significant predictors of diagnosis; results not found under DSM-IV. Finally, individuals residing in the Northeast have a lower prevalence of diagnosis compared with individuals in the West (OR = 0.7); results not found under DSM-IV. All other demographic correlates are similar in direction, magnitude, and statistical significance as published DSM-IV correlates. Table 4 shows the proportion of those with and without DSM-IV alcohol dependence that would be diagnosed under Model 4. Among individuals with current DSM-IV alcohol dependence (n = 1,484), only 54.3% would still meet criteria for diagnosis under Diagnostic Model 4, which is more restrictive than DSM-IV because of the requirement of 5 of 12 criteria. No individuals without a DSM-IV diagnosis would meet criteria under Diagnostic Model 2. This represents a decrease of 782 cases from the existing 1,484.
Comparing the remaining 702 cases to the 782 DSM-IV diagnosed cases dropped from the diagnosis, the smaller group of redefined cases under Diagnostic Model 4 were predicted by male sex (OR = 1.5, 95% C.I. 1.11-1.92), Native American race ethnicity (OR = 3.5, 95% C.I. 1.35-8.84) compared with Whites, and low (OR = 2.3, 95% C.I. 1.20-4.51) or middle-low (OR = 2.1, 95% C.I. 1.06-4.11) personal income compared with high personal income.
DISCUSSION
This study documents changes in the prevalence and correlates of the alcohol dependence diagnosis after 4 hypothetical reformulations that include WAD in the diagnostic criteria. Adding WAD as a criterion (either as an eighth criterion of alcohol dependence or as a twelfth criterion of an abuse ⁄ dependence combination) and leaving the threshold for diagnosis at 3 or more criteria increases the prevalence of diagnosis by 31.6% (3.8% to 5.0%), but has a minimal impact on the demographic correlates of diagnosis. Hispanics currently diagnosed with alcohol dependence via DSM-IV would be less likely to be cases under Diagnostic Model 3. In contrast, we found that requiring WAD for a diagnosis of alcohol dependence would have a significant impact on the epidemiology of alcohol dependence. Approximately onethird of individuals currently diagnosed with alcohol dependence do not report WAD; thus, one-third would not receive a diagnosis if WAD is added as a necessary condition for diagnosis with alcohol dependence. Native Americans and those at low income ⁄ education levels would be more likely to be diagnosed with alcohol dependence (compared with national estimates in Hasin et al., 2007) , but Blacks and Hispanics would be less likely to be designated as cases of alcohol dependence if at-risk drinking were a necessary condition for diagnosis. Finally, adding abuse ⁄ dependence symptoms and requiring 5 of 12 criteria for diagnosis would reduce the prevalence of alcohol dependence from 3.8% to 2.1%. Predictors of new case definition in the diagnosis include being male, Native American, and low income. Not shown, we also examined demographic correlates at each potential threshold, from 3 of 12 criteria to 12 of 12 criteria. As expected, the prevalence of disorder decreases with each increase in number of criteria required for diagnosis. In addition, the patterns that we have presented here remain qualitatively similar, but become more pronounced with each increase in the threshold requirement.
The DSM is used in a wide variety of clinical and research settings and by a variety of different professionals within those settings. Accordingly, the implications of these findings vary by the perceived utility of the specific content of diagnosis among these different DSM users; some users may benefit from more inclusive criteria whereas others may see value in a more specific and stringent set of criteria (Hasin et al., 2003) . Adding WAD as an additional criterion to the current list would allow individuals to meet criteria for DSM-diagnosed alcohol dependence through more combinations of the DSM criteria, potentially increasing the number of eligible clients for treatment services. Under DSM-IV, there are 98 combinations of the 7 criteria through which an individual can qualify for a diagnosis; under Diagnostic Model 1, there are 210 combinations of the 8 criteria through which an individual can qualify. These possible combinations are exponentially greater under Diagnostic Model 3. Thus, this model may appeal to service providers by increasing the eligibility for treatment of a greater number of patients, e.g., at-risk drinkers in medical settings with 2 dependence symptoms for whom provider time would not now be reimbursed.
Increasing the number of individuals diagnosed with alcohol dependence, however, may also create a more etiologically heterogeneous diagnostic group. Increased heterogeneity increases the difficulty of detecting associations between causal variables and the disorder. Thus, a set of diagnostic criteria that reduces heterogeneity, such as a set of AUD criteria that requires at-risk drinking, may be more useful to pharmacological and genetic alcohol researchers. Consistent with this, the inclusion criteria for some large treatment trials of alcohol dependence have required a minimum quantity ⁄ frequency level in addition to a standard DSM-IV alcohol dependence diagnosis (e.g., Anton et al., 2006) . Additionally, while many genetic studies use DSM-IV to define phenotypes (Edenberg et al., 2006; Li, 2000; Luo et al., 2005 Luo et al., , 2006 , other studies use measures such as maximum drinks per drinking occasion Hasin et al., 2002; Shea et al., 2001) or frequency of at-risk drinking (Covault et al., 2007) . A diagnosis that combines alcohol dependence with a requirement for WAD (i.e., Diagnostic Model 2) may results in less diagnostic heterogeneity in the qualifying individuals. If this is the case, requiring at-risk drinking may reduce the signal to noise ratio in the detection of genetic associations, which would be facilitated in cross-study comparisons by a standard definition of WAD such as the one we investigated.
Regardless of the diagnostic reformulation, the inclusion of WAD has little effect on sociodemographic correlates of alcohol dependence; most demographics correlates described under DSM-IV remain constant in direction and magnitude under diagnostic reformulations (e.g., Blacks and Hispanics have a lower prevalence of alcohol dependence compared with Whites). Comparing those retained versus those not retained among those with DSM-IV alcohol dependence, however, Black and Hispanics are less likely to qualify for a diagnosis under the reformulations. Recent studies have indicated little difference in the prevalence of alcohol treatment utilization between Blacks and Whites (Hatzenbuehler et al., 2008; Keyes et al., 2008b) , while Hispanics with alcohol disorders are less likely to utilize alcohol treatment services (Schmidt et al., 2007) . The inclusion of at-risk drinking indicator as a necessary component of the alcohol dependence diagnosis may impact these disparities in treatment utilization. Additionally, it is well documented that alcohol dependent women exhibit higher rates of physical illness compared with alcohol-dependent men including a higher overall mortality rate (Holman et al., 1996) , cirrhosis of the liver (Deal and Gavaler, 1994; Morgan and Sherlock, 1977) , myocardial infarction (Hanna et al., 1997; Urbano-Marquez et al., 1995) , and neurological damage (Hommer et al., 2001; Schweinsburg et al., 2003) . Heavy alcohol use is also implicated in the etiology of breast cancer (Key et al., 2006; Smith-Warner et al., 1998) . Thus, changes in the diagnosis may have an indirect effect on rates of physical illness among women through the lack of treatment services qualification.
Study limitations are noted. As in all large-scale behavioral surveys, the information presented here is based on selfreport. Recall bias is always an issue in self-report surveys; however, the focus on past 12-month at-risk drinking and alcohol dependence was chosen explicitly to minimize potential recall issues. Another potential limitation includes the cross-sectional design; by design, we report prevalence estimates (i.e., number of existing cases of alcohol dependence at a particular point in time) and not incidence estimates (i.e., number of new onset cases of alcohol dependence over a circumscribed period of time). There could be different associations between at-risk drinking and incident cases of alcohol dependence compared with prevalence estimates or lifetime diagnoses. Accordingly, when data from a 3-year follow-up of NESARC participants become available, they will offer a rich source of information to further investigate the relationships documented here and the stability in the general population. Finally, individuals are asked to report about drinking quantity and frequency in the entire past year timeframe, and asked about dependence symptoms in the past year time frame as well. It is possible that some individuals with alcohol dependence reduced their drinking during the year due to the recognition of problematic alcohol-related behavior; these individuals may report alcohol dependence symptoms but no WAD.
The purpose of this study was to contribute to knowledge regarding the inclusion of an alcohol quantity ⁄ frequency measure in the diagnostic criteria for AUDs, for DSM-V and for a general understanding of the definitions of AUDs. This is not, however, a validation study. Thus, conclusions about the appropriate choice for the future of the DSM would be speculative at this time; validation study designs are needed to empirically test each of these options and we are currently preparing for such studies. The conclusions that we are able to draw from these data, however, include that the addition of at-risk drinking as an eighth criterion of alcohol dependence would have little impact on the sociodemographic correlates of alcohol dependence but would substantially increase its prevalence. At-risk drinking as a required criterion or as part of a relaxed abuse ⁄ dependence hierarchy with a 5 symptom threshold for diagnosis would have a larger impact on the sociodemographics of alcohol dependence, most likely affecting diagnosis among minority racial ⁄ ethnic groups, women, and low income individuals.
These results should be considered in the context of the alcohol abuse diagnosis, both the DSM-IV formulation and the International Classification of Diseases (ICD)-10 harmful use formulation. If the DSM-V includes axes for abuse and dependence (rather than a primary dimensional representation), it would be valuable to test whether at-risk drinking might have better validity as apart of the abuse axis when compared with the dependence axis. Studies demonstrating the reliability and construct validity of diagnostic criteria that include at-risk drinking measures are necessary as progress toward DSM-V and a better understanding of AUDs continues.
(RO1 DA018652, Hasin), a fellowship from the National Institute of Mental Health (T32 MH013043-36, Keyes), and support from New York State Psychiatric Institute. A version of this paper was presented at the 2008 meeting of the Research Society on Alcoholism in Washington, DC, where it received the Enoch Gordis prize for student psychosocial research. The authors wish to thank Sarah Braunstein and Ann Madsen for helpful comments on previous drafts of this manuscript.
